Many agree with the value of medical treatment, '4 but there is no agreement about whether or not surgery (aspiration or excision), should also be performed routinely. '5 In view of this disagreement we were able to select, over a period of four years, a population of consecutively treated patients with similar initial prognosis and we have compared the results of the three procedures.
Patients and method
We studied 79 patients treated consecutively for a focal intracranial infection between 1 January 1984 and 31 December 1987. All were over the age of 18 years. The diagnosis was made in each case by CT criteria.'315 It was confirmed preoperatively in the surgical groups. In other patients confirmation was obtained from the disappearance of the CT abnormalities after antibiotic treatment and by necropsy.
Treatment
In the "medical treatment alone" group, we included patients who were not treated by aspiration or excision. We considered as treated by "medical treatment alone" one patient, with AIDS and multiple brain abscesses, who died during the third day of medical treatment in spite of an aspiration performed a few minutes earlier, when his condition suddenly deteriorated. No other patient was treated surgically after more than a 24 hours course of medical treatment. Medical treatments, both for brain abscesses3 and subdural intracranial empyemas were previously reported in detail.6 Patients were usually treated daily with ceftriaxone (2 or 3 g iv), pefloxacine (800 mg im) and metronidazole (1 5 g iv) except when these antibiotics failed to be effective in vitro against the causative organisms. In such cases we used thiophenicol (3 to 4 5 g iv) or ampicillin (8 to 12 g iv), or trimethoprim-sulfamethoxazole (320 mg-1600 mg). Brain oedema was initially treated with mannitol (10%) and after 24 hours by tetracosactide (0 5 to 1 mg iv or im).
In the group termed "aspiration", we included patients who received up to 24 hours of medical treatment following the diagnosis of a focal intracranial infection who had aspiration via a Cushing needle via a burr hole. The focal intracranial infection was never evacuated completely, to avoid secondary haemorrhage, and antibiotics (framycetin or gentamycin) were introduced into the cavity. Aspiration was sometimes repeated several times. Stereotactic aspiration was not performed in this study.
In the "excision" group we included patients in whom total excision of the focal intracranial infections was performed via a craniotomy, either immediately after diagnosis or after one of the two procedures described.
Choice of treatment It was not possible, for ethical reasons, to randomise the choice of treatment. This choice was performed by the neurologist or by the neurosurgeon in charge of the patient, on the perceived best procedure. Surgical treatment of the source of infection was performed each No significant differences were found in the distribution of initial prognostic factors; differences too small to be detected by statistical analysis might exist and might be a cause ofbias in the analysis. Moreover, the number of patients was small and some differences appeared with respect to the location of the abscesses and the most common form of treatment. Thus surgery was used more commonly in frontal lesions. A larger population, obtained by a multicentre study might ensure a better balance of prognostic factors.
In the selected population, our study suggested that medical treatment alone provided better functional results without a higher mortality, even though isolation of the causative organism was achieved less often. This result agrees with previously reported findings.28 10 12 14 15 However, we think that surgery is always necessary when a focal intracranial infection enlarges on CT, despite medical treatment,3 6 8 15 to identify the type of the organism and its sensitivity to antibiotics. This was not necessary in the past four years in our experience, except for three tumours erroneously diagnosed as brain abscesses. The increasing prevalence of AIDS and the possibility of toxoplasma might make it more necessary. The duration of antibiotic treatment was not significantly higher in non surgically treated patients, but the hospital stay was longer. We think that it is not a serious disadvantage if further studies confirm that functional results are better and survival identical using a non surgical method. Moreover, from an economic point of view, the long term care would probably be cheaper because of fewer sequelae. 2 Our study failed to reveal any difference between the results of aspiration or excision in surgically treated patients. This does not mean that these treatments are equivalent. There is a trend for more sequelae after excision but it was not possible to prove this with such a small population. Moreover, neuropsychological assessment may have been insufficient to detect subtle changes.
Despite the cautionary points, our study suggests the superiority of medical treatment over the surgical methods used, especially concerning sequelae. These results cannot be generalised to brain abscesses or subdural intracranial empyemas other than single hemispheric lesions from 1 to 5 cm. A prospective multicentre study, using the methodology of the EC/IC bypass study group'" would be useful to validate our findings and discover to which other cases they can be extended.
